Figure 1. Otoscopic view of the left ear shows a pinkish massin the external auditory canal.
A 35-year-old man presented with a history of progressive, pulsatile, left-sided tinnitus, deafness, headache, and postauricular swelling. Otoscopic examination of the left side revealed a pinkish, glistening, smooth mass with prominent vascular markings on the surface, originating from the posterosuperior part of the canal and occluding the posteroinferior external auditory canal. Only the anterorosuperior quadrant of the tymp anic membrane could be visualized (figure 1). Based on the clinical features, which were mainly otologic, a diagnosis of a glomus tumor was made.
Pure-tone audiometry revealed moderate mixed hearing loss on the left side and normal hearing on the right side. Computed tomography showed a large, hyperdense dura-based mass along the left temporal bone invading the mastoid antrum, with destruction of the tegmen tympani. Magnetic resonance imaging revealed a large, well-circumscribed , lobulated mass with multiple vascular flow voids at the center (sunray/spoke-wheel pattern) . Radiologically, the diagnosis was suggestive of a petromastoid men ingioma.
The patient underwent left suboccipital craniotomy and total resection of the tumor. To our surprise, histopathologic examination of the specimen revealed a diagnosis of hemangiopericytoma. The patient made a good postoperative recovery and underwent radiotherapy to prevent local recurrence. He was asymptomatic and had a normal otoscopic examination at the IO-month follow-up (figure 2).
Hemangiopericytoma is an uncommon hypervas- al carcinomas, carotid aneurysms, tonsillar abscesses, neurilemmomas of cranial nerve IX, multiple sclerosis, and Eagle syndrome. Treatment can be medical or surgical. Carbamazepine or gabapentin can be effective in suppressing painful paroxysms. Surgical methods include nerve section and microvascular decompression. The latter can provide complete relief of pain in 76% of patients and substantial improvement in an addi-tionaI16%, according to Resnick et al. ' Glossopharyngeal neuralgia (in both its classicaland symptomatic forms) should be considered in the differential diagnosis of paroxysmal oropharyngeal pain. MRI can be useful in demonstrating neurovascular compression in classical glossopharyngeal neuralgia.
OTOSCOPIC CLINIC

Continuedfrom page208
cular mesenchymal neoplasm originating from modified contractile smooth-muscle cells that surround capillaries and postcapillary venules, called pericytes of Zimmerman. Stout and Murray first described hemangiopericytoma as a specific entity in 1942. 1 It represents less than 2 to 5% of soft-tissue sarcomas and approximately 1% of all vascular turnors.! Hernangiopericytomas are ubiquitous tumors; they have an almost equal sex distribution and occur at all ages, but with a predilection for middle age.' Approximately 13 to 25% of hemangiopericytomas originate in the head and neck region.' In order of descending frequency, the principal extracraniallocations include the orbit, tongue, nasopharynx, nose, paranasal sinuses, mandible, and pharynx. Intracranial hemangiopericytomas represent only 0.29% of all intracranial neoplasms.s Adequate surgical resection with negative margins appears to be the most appropriate therapy for hemangiopericytoma. Radiotherapy is a necessary complement to surgery to prevent or control local recurrence, and it may be helpful in the therapeutic management of tumors involving vital or delicate anatomic structures, in which dissection becomes risky or impossible.
Although hemangiopericytomas of the temporal bone are uncommon, they should be considered in the differential diagnosis for all hypervascular lesions of the temporal bone.
